Objectives: Following the rise in the elderly population worldwide and the increase in chronic diseases among this demographic with their consequent need for care, the subject of elderly care is becoming increasingly important. Considering the traditional standing of the elderly in Iranian society and the importance of in-community care for them, it seems of crucial importance to study the obstacles hindering the care for community-dwelling elderly for a better understanding of the status. This can also facilitate the conditions for the care-givers and care-receivers on the part of policy makers and managers.
Introduction
opulation aging is a far-reaching problem in both the developed and developing countries [1] ; however, this phenomenon is relatively new worldwide [2] . In Iran, various factors have contributed to the issue of population aging; some of these factors are increased birth rate, advances in medicine, healthcare, and education, and the increase in life expectancy [3] .
Although old age and disease are two entirely different processes, the risk of many physical and mental illnesses and death increases with old age, and this adds to the fact that the mere passage of time and an unhealthy lifestyle cause diseases [2] . Old age can be defined with respect to biological, sociological, psychological, and chronological perspectives [2, 4, 5] . By taking into consideration the differences in life expectancies among different countries and communities, the World Health Organization (WHO) has considered the age of 60 years as the borderline at which old age commences [6] . This is also valid for Iran [7] .
The aging process can increase the number of dependencies, i.e. the individual's need for social, family, and institutional support due to temporary or complete loss of their abilities [10] , and the need for long-term cares. Moreover, chronic diseases limit the number of daily activities and increase the demand for elderly cares and services [8, 9] . The aging of the population is a natural phenomenon and cannot be stopped or reversed, but the impacts of this process can be controlled using proper policies [3] . Therefore, given the aging of the society and the importance of taking care of the elderly individual, it is crucial to pay special attention to the discourse of caring for community-dwelling elderly.
Since population aging is a relatively new phenomenon in Iran, there is no comprehensive and coherent plan in this regard and lack of certain services. In particular, there is no written documentable evidence among scientific resources. The policies regarding elderly care in Iran seem to be based on taking care of the elderly persons in the society, and this issue has been emphasized in this study.
Although it has no global definition, caring includes different facets such as the level of physical and tools-assisted performance, medical conditions, the number and frequency of the activities that require assistance from the caregiver, emotional and affective dependency, and the comprehension and interpretation of the ecology of caring on the part of both the caregiver and care receiver [10] . However, there is still a gap between the different definitions of care, its method of implementation, and its outcomes [11] .
The ongoing decrease in death rates, as well as the rise in the life expectancy, has contributed to a rapid and everincreasing growth of the elderly population. The Iranian society and family, especially in big cities, are undergoing extensive changes [3, 12] . The changes in the family and the trend of urbanization and industrialization have threatened the social standing of the elderly who previously enjoyed a special status inside families. Presently, this situation has degraded to the extent that families cannot afford to give sufficient care to the elderly [3] . Studies show that cultural norms and differences should be considered when designing care services because these services are provided for somebody who possesses a distinguished set of beliefs, virtues, and lifestyle [13] . Thus, it seems that the elderly care in the Iranian context may have different aspects and definitions that are tailored to the social, cultural, and economic conditions in this country, and it is important to consider these differences to provide better care for the elderly.
However, there are different hindrances in society, with respect to the social, economic, and cultural status of that society and its individuals, that pose a challenge for elderly care plans [13, 14] . Therefore, the present study aims to identify the obstacles hindering the implementation of care plans for community-dwelling elderly.
Many studies in the field of elderly care have been conducted from a qualitative perspective [15] [16] [17] , but most of these studies are limited to a specific group of elderly and caregivers [18, 19] . Some studies are limited to a certain group of family caregivers and care receivers [10] . Other groups of studies have focused on elderly with special problems (with dementia) [20] [21] [22] [23] and have examined them from the perspective of family caregivers. A number of studies have also dealt with the attitude towards caregiving and the impacts of elderly caring on the family [24] . Also, some studies have solely focused on the caregiving load [20] or the social and economic issues with caring [25] .
Furthermore, since there are a variety of elderly caregiving services in developed countries, most of such studies have dealt only with a certain aspect in each of these caring environments [26] [27] [28] [29] . One study has extracted the benefits, obstacles, and facilitators of the elderly residing in nursing homes using formal and informal caregivers as participants [30] . The present study has investigated the caring process at nursing homes, but the status of the caring process with community-dwelling elderly needs more research.
Due to the delay on the part of the society in confronting with the aging issue and limited related services compared to that of the societies pioneering in this field, relevant research in this field is limited in Iran. The majority of the studies have been conducted quantitatively and were focused on remedial and healthcare aspects with a medical and nursing approach merely assaying, comparing, and analyzing the relations among certain variables within the scope of old age.
Various studies have compared between communitydwelling elderly and the ones at nursing homes based on different perspectives [31] [32] [33] . Some studies investigated the attributes of caring and caregivers with respect to the elderly suffering from Alzheimer's disease and residing at nursing homes [34] . Some others have focused on identifying the problems [35] , pressure [36, 37] , and health issues [38] faced by caregivers when caring for the elderly with Alzheimer's disease. Another group of studies has investigated the social problems faced by the caregiving families [39] or have dealt with the implementation and evaluation of a caregiving model [40] .
Most of the qualitative studies have focused on the vantage point of informal caregivers with respect to a certain group of the elderly (e.g. vulnerable subjects) [18] or they have been limited to a certain group of caregivers, namely women taking care or vulnerable elderlies [41] . According to resources, only 7% of the communitydwelling elderly are vulnerable [2] . So, in the present study, we have tried to identify the factors inhibiting the caregiving process to community-dwelling elderly from the vantage point of family caregivers.
Methods
Due to the insufficiency of quantitative methods in measuring certain human phenomena [41] , this study has used the qualitative method to describe the experiences in the lives of caregivers. The conventional content analysis has been used to analyze the data and identify the factors that hinder giving care to Iranian elderly dwelling in the community. This method of analysis enables the researcher to extract the category labels from the data by immersing in them and consequently forming a thorough insight about them [42] .
This method is focused on the life experiences, the interpretations, and concepts the participants declare [43] . Constant comparative analysis leads to a conceptual classification, which aims to develop the categories based on their characteristics and dimensions via content analysis, a process which is called open coding in grounded theory [44] .
According to this method, the content of the analysis is read several times to identify, extract, and code the conceptual units. Based on the continuity of the induction and interpretation of the content, and according to the code similarities, the categories, subcategories, and their relations are extracted [42] .
Qualitative study makes use of individuals' experiences from the social process being studied. The sampling was first done in a purposeful manner and was then continued theoretically according to the conditions until the data saturation was achieved. The participants in this study were informal caregivers engaged in caring for community-dwelling elderly. They were information-rich cases, aware of the question being studied, and had recently experienced the topic under study [45, 46] . Cooperating well and the ability to convey their experiences to others are also among the criteria for choosing the right participants. Data saturation means "the completion of all code levels when there is no more conceptual data to be rendered into new codes or no possibility to expand the incumbent codes any further".
The common attribute in this type of sampling was the commitment to observing and interviewing the individuals who have experienced the phenomenon under study [45, 47] . The targeted person among informal caregivers (family member, relative, and friend) was the one who spent time taking care of the elderly more than the rest and was the one responsible for the cares. Furthermore, having the willingness and preparedness to participate in the study has been a requirement. Elderly here meant women and men aged 60 years or above and who needed others' help in at least one of their activities of daily living (ADL). The absence of cognitive impairment and a recent case of acute or limiting illness was also considered within the inclusion criteria.
The data was collected through deep semi-structured interview, observation of interactions, and journaling [45, 47] . The interviews were conducted based on guide structured by the researcher and the esteemed supervisors. Two pilot interviews were also conducted so that guide could be revised accordingly. The interviews began with the exchange of personal information, getting to know more about each other, introducing the objective of the study, and obtaining the official written consent of the participant. Such sessions continued with general and open questions such as, "please tell me about your experiences with the elderly (father, mother, friend, neighbor, care receiver)", or "what problems or limitations are you facing when giving care?" Then, the questions gradually focused on the caregiver's comprehension and conceptual elucidation of experience from elderly care. Whenever needed, questions such as "like what", "what does that mean", "please explain", and "please give an example" were asked. The order of questions changed as the data collection progressed, and each interview proceeded as per the answers of the participants and the main questions of the study. The goal was to arrive at a single and similar understanding of the phenomenon under study as experienced by the interviewee. All interviews were recorded, and after each interview, the complete text along with the emotions of the participant such as tone of speaking, silence, and laughs were transcribed and coded. The interviews were typically of 45 to 60 minutes [48] .
In this study, the researcher has tried to observe the actions and interactions among the elderly and informal caregivers by taking into consideration the verbal and nonverbal behavior and has focused on the space, the objects in the area, sequence of actions, and the interactions of the individuals. If possible, the notes were taken simultaneously along with the observation, but in cases where it was not possible, the observer would record her observation as soon as she got the chance [49] .
In addition, memos and field notes were written during data collection so as to include all important points. The researcher would decide which data to collect early on and which to collect later. Therefore, it was the concepts that were being followed, and the study progressively focused on a certain topic that was of importance to the development of the idea, the participant, and the researcher. This meant that the researcher formed her own presuppositions so that she could later analyze and test them after the completion of data collection [50] .
The manuscripts from the researcher's observations during her presence in the study environment were also used as a useful source for data collection. In other words, the researcher would record the event according to what happened in the environment, assign a code to it, and then put it next to other codes for subcategory extraction. The researcher would also write down her own impressions and then compare them with the obtained concepts.
In a qualitative study, the environment is the real-time and genuine field of the phenomenon where the very people of interest reside and their experiences happen at that very place or any place the participant chooses [51] .
In this study, the interviews were mostly held at the caregiver's and the elderly's home, so that, in addition to the interview itself, it was also possible to observe the caregiving process, conditions, and space. Other items were dealt with at the workplace or any other place picked by the participants (e.g. a park or a coffee shop). A total of 19 interviews were conducted; the first interview was with a married woman taking care of her old mother. She was proposed by the study team.
Each interview was completely transcribed into MS Word, and the data were analyzed using the conventional content analysis. The data collection and the analysis process were carried out in parallel and were alternated with each other. In other words, after the completion of each interview, the data were transcribed and analyzed. In fact, there was an interaction between the data collection and the data analysis at each stage.
The interview scripts were read repeatedly to determine the conceptual units as words, sentences, and paragraphs. Then, a suitable name was assigned to each conceptual unit based on the terms (in Vivo Codes) used by the participants or determined by the researcher. In this way, the codes were extracted and classified into categories and subcategories based on the observations and conceptual connections. In general, the following eight stages were considered in the analysis [42] :
• Data preparation;
• Conceptual units determination;
• Coding of the text;
• Controlling and coordinating the codes with the text;
• Grouping and expanding the categories based on their similarities and consistencies;
• Reviewing the categories and re-comparing them with the data to ensure the robustness of the codes;
• Precise determination of the main categories and further comparison among them; and
• Reporting the findings.
To ensure the precision and trustworthiness of the data during the roughly 1-year study, the researcher was totally engaged in the acquisition of information, with constant connection with the participants. Most of the times, she worked toward a deeper perception and understanding of the information. A triangulation of the information source, data collection method, and the researcher was also incorporated. To triangulate the method, besides the semi-structured interview, observations, field notes, and memos were also used.
The emphasis was on picking participants with the most possible variety in socioeconomic status and level of education. The method of reviewing by the participants and experts in the field of elderly affairs was also incorporated. The interview and the relevant codes, and the order of categories and subcategories were studied by the guiding and advising instructors. The scripts and codes from the interviews were handed out to those participants who expressed their willingness to go over them.
The tendency was to describe all stages including data collection, analysis, and the extraction of codes and categories in such that other scholars would be able to make judgments by reading them, that is, the findings of the study are properly supported by the data collected. The stages of the study were described as comprehensively as possible so that the work could be easily audited by others, and the quality of the integrated process of data collection and analysis and the theory presentation could be conveniently evaluated. It should be noted that the researcher has done her best to accurately convey the participants' views in the study.
To observe the code of ethics, the researcher has tried to be considerate of the following points: the goals of the study were clearly and completely elucidated for the participants, and after their agreement, their signatures were elicited under the consent form. The time and place of interview were determined with the participants' preference, agreement, and consent. The interviews were recorded with the participants' consent, and the aim and method of using the recorded conversation was elucidated for them. They were guaranteed that their personal information would remain confidential, and they were permitted to withdraw from the process at any time during the study. Also, the official ethical permission was received from the Ethics Committee of the University of Social Welfare and Rehabilitation Sciences.
Results
In the present study, 19 family care-givers with the most significant role in elderly care were included. The participants consisted of 14 women and 5 men; of them, 11 were married, 5 were single, 1 was a widow, and 2 were divorced. The participants' ages ranged between 28 years and 74 years, with the lowest and highest education being illiterate and specialized doctoral, respectively. Of the total participants, 15 were related to the elderly as children (9 daughters taking care of their mothers, 2 daughters taking care of their fathers, 2 sons taking care of their fathers, and 2 sons taking care of their mothers), 1 as the spouse, 2 as daughters-in-law (1 taking care of her father-in-law and the other taking care of her motherin-law), and 1 as son-in-law (taking care of his motherin-law). The participants had been in charge of care for the elderly of the family for at least 1 year. After reading through the interviews and isolating the conceptual units, a total of 311 codes were extracted out of the study and were classified under three subcategories based on topic similarity and constant comparison. The caregivers' experiences showed that certain factors act as inhibitors in the process of caregiving causing hardships and problems, which will be explained in detail later.
The 1 st main category: Individual factors
The findings of the study indicate that personal circumstances and problems are important causes that limit the ability of the family in caregiving. This category consists of items that either intentionally or unintentionally create obstacles for elderly care.
Characteristics of the caregiver and the elderly
It refers to a set of features of the caregiver and the elderly that affect the caregiving process. These characteristics can be age, physical and mental health status, employment, the level of business, patience, and the level of the elderly's disability and dependence.
About her old father-in-law's impatience and intolerance, a daughter-in-law said, "things that he asks, if not delivered on time, not on time, but rather according to his own will, no matter what the thing, say he asks for water now or names a food, he really wants it right then and there, kind of very restless and impatient" (A married woman, 68-old-age).
A daughter informed about her old mother's increasing intolerance, "Well, recently she gets a little frustrated, when she calls and if you get there late she'll shout, you know, getting intolerant" (A widow, 61-year-old).
Moreover, many participants spoke of their jobs and the time spent on them that causes interference between the caregiving tasks and those of their occupation, leading to additional problems. A daughter said in this regard, "the long time I spend outside at work hinders giving care to my mother more than anything else. Well, I leave her alone for 10 hours every day and obviously when I come back I'm quite tired" (A single woman, 33-year-old).
Lack of knowledge and awareness about caregiving
Our findings showed that the lack of sufficient knowledge and awareness about elderly care contributes to the difficulty of proper decision-making and planning to deal with the elderly issues in the family. In this regard, a participant said, "sometimes, we have to get involved in caregiving without being prepared for such a task, without any prior conception of the issue and all. Now in all these obligations, unpreparedness, without prior arrangements, with no background in the job, no mental preparedness, readiness, preparations, well it's quite possible the person will stumble here and there, sometimes they don't know how to do something, sometimes they do the job but not in the correct way; with all that I do I still feel there were things I could have done but I didn't, especially things that weren't deliberate, maybe I was then so preoccupied with other stuff, maybe it didn't cross my mind at all, maybe I needed somebody to tell me, maybe I needed to be reminded about that certain stuff or I needed training…" (A single woman, 46-year-old).
Another caregiver reiterated, "we didn't have much information in terms of how to give care. We did whatever we thought was right, but I think it could have been done more structured" (A divorced man, 74-year-old).
The 2 nd main category: Family factors
Family factors have been identified as one of the most important categories extracted in this study that has had a major share in limiting the caregiving process. The participants' experiences in this study show that the family setting has limited the conditions for caregiving so much so that the care givers are grappled with much difficulty in doing their caregiving tasks. The related themes are lack of support and cooperation on the part of family members, and the family's financial problems.
Lack of support and cooperation from family members
Lack of sharing chores among family members led to irresponsibility and inadequate support towards caring for the elderly. Lack of timely backup and substitute work force added to the caregiving workload. A participant said, "There are times when a job comes up out of the blue and I may get stressed out about say I'm handling this task and I need to call somebody too. I wish I always had somebody available to assist me to get such things done" (A single woman, 42-year-old).
Another participant said, "Well he (The caregiver's brother) did not show up even once, all these months she was lying in the hospital, all these more than five years he's never stopped by, he doesn't care at all" (A married man, 69-year-old).
Dissatisfaction on the part of some family members is also evident. In this regard, a participant said, "once or twice, we had to be there from morning till night, each day one of us stayed there, it was quite hard for us, and after some time the husbands of our younger sisters started to complain" (A married woman, 54-year-old).
Financial problems
Some caregivers asserted that they could not afford the costs of caregiving at home. For example, the household income or pension could not meet the high costs of health and care services provided for the elderly at home, and they regretted that they were not able to do much for their elderly or they had to sacrifice their own or their family's needs for the elderly care. On this subject, a participant said, "…be-cause my mom receives pension, she has to manage her living costs after all, but you know that these retirement benefits are so inadequate" (A married woman, 65-year-old).
Another participant added, "why does an office worker have to pay his pension to keep his mother, what's his fault, what has he got?" (A married man,69-year-old).
Unfit homes
A number of participants brought up the issue of unfit homes and lack of proper home facilities for elderly care, apartment living and the consequent room limitations, lack of elevators or living space specially modified to fit the elderly commute. A participant said, "Even getting those mattresses mom or dad sleep on. You know, some furniture has to be replaced to fit them. Their home has got some amenities that aren't safe enough. Of course there are flush toilet, grab bars and stuff, but they are worn out, they have to be replaced, and we don't have them." (A married woman, 44-year-old) "For example, when we want to take her out, and since she needs to climb down the stairs on wheelchair, and there's no elevator, we have to carry her down on the wheelchair, it's a bit difficult for us really, there needs to be two men to bring her down" (A married woman, 54-year-old).
The 3 rd main category: Social factors
Our findings showed that a major portion of obstacles on the way of elderly care in families arise from social inadequacies and shortcomings. The burden and pres-sure from caring is so much that caregivers feel the need to receive more social support.
Lack of government support
A number of participants in this study deemed the present governmental and social support to caregivers as unsatisfactory, and they had demands from organizations and institutions. The participants' experiences showed that the services rendered on the part of relevant organizations had been so poor that could not play a considerable role in alleviating the families' problems. For example, they named the lack of financial and mental-emotional support to the elderly or the absence of an insurance tailored for the elderly. On the lack of social support for community-dwelling elderly, a participant said, "Whenever the children could, they would visit them, mentally, emotionally, visiting, taking them to the doctor, but when they don't, who will make these right, or their medication too. There are sometimes children who are married, have left for other cities for education, what will come to these elderly?" (A married woman, 44-year-old).
"when there's no insurance, if she had been insured since youth, that would have been the right insurance, the house keeper would be insured, but it's not so now, you tell me, what percent of this country is insured, only office workers, what about others, are they insured? What about the self-employed? How can he afford the costs?" (A married man, 69).
Obstacles on the way of the elderly's presence in the society
Some caregivers referred to things that keep the elderly from being present in the society, resulting in the feeling of loneliness and lack of variety for their free time. These groups of items include problems with the transportation system, physical problems in the society, and moral and cultural problems. On this subject, a participant said, "with this age, my father cannot go anywhere by bus or taxi, it's hard to take him around town. If he needs to go somewhere, well, sometimes somebody passes away or there is a friends gathering, he can't always sit at home so that maybe others will come and see him, it's depressing" (A single man, 28-year-old).
"For example, my mother in law likes eating out very much, she loves going out in general, but first we have to investigate if the place doesn't have many stairs or if it has a flush toilet so that we can take her" (A married woman, 46-year-old).
"Going to the park is good for her spirits, but it's so hard for us to take her, she needs to go to the toilet so often. Before you get there she has to be taken somewhere, there don't exist the facilities" (A married woman, 65-year-old).
Observing moral codes and privacy for the presence and participation of the elderly in the society is inevitable. About this aspect, a participant said, "Sometimes somebody might just be kidding saying wow look at that oldie, he's aged so well, and it's very disheartening for the elderly that hears it" (A single woman, 46-year-old).
"For example, my father says I feel so ashamed when I'm outside, sometimes people feel pity when they see me, hello, why have you become like this! He says people stare at me or ask questions" (A married woman, 43-year-old).
Discussion
Based on this study, the three categories of individual, familial, and social factors have been identified as the barriers to providing care by family caregivers for community-dwelling elderly. As caregivers take on the caregiving role, they face with these obstacles and consequently suffer hardships. In this study, we have tried to use caregivers with various relations including child, daughter-in-law, son-in-law and spouse taking care of the male and female elderly. Since most elderly in need of care receive the care from their children, the spouse has had the least engagement compared to other relatives.
From among the individual factors, the lower the physical and mental health level of the caregiver and the elderly, the harder the process of caring. Also, the poorer the knowledge and awareness of the caregiver about caregiving, the more problems and hardships s/he had to endure, hence, having to devise solutions based on what was available. Despite the fact that the lower age of the caregiver was synonymous with better physical health, s/ he had a busier life.
Also, older caregivers who were less busy were apparently a better candidate for caregiving due to the fact that they were retired and their children had already married, but they themselves were having their own problem of poor health. Furthermore, the elderly at higher ages had more disabilities.
A qualitative study by Kramer in 1997 on old husbands suffering from Alzheimer's disease reported that the personal characteristics of the caregiver and elderly influenced the quality of family care and the caring load experienced through the caring process [52] . Mohammadi et al showed in a qualitative study on female caregivers that working women, particularly the ones facing time shortage due to different chores, experienced a harder caregiving process [41] . Results from other studies [53, 54] also showed that insufficient knowledge and information on the part of families added to the load experienced by the caregiver, and individuals did not know what decision to make when faced with such difficulties. This, in turn, would lead to a lower threshold of tolerance to the resulting pressures.
It is advisable to train the family members under a structured curriculum to raise the caregivers' level of knowledge, awareness, and skills required for an effective caregiving, so that people would not have to choose the best practice at each point through trial and error. Of course, there is no single prescription to advise all, and everybody needs to plan based on the existing circumstances, facilities, and abilities that are unique to them, but training the family members in general basics can be very useful. The trainings may even need to begin early at daycare centers and primary schools. Smith believes that nurses can inspire caregiving and efficiency spirits in caregivers by training the family in elderly care methods and providing them with consultations.
Additionally, nurses can alleviate the negative consequences of caring by controlling the side effects of the pressure on caregiving [55] . A study on the effects of training and consulting programs on the general health of women giving care to the elderly with Alzheimer's disease revealed that the families are in need of effective training methods to help improve the health of people giving care to the elderly [56] . In another study that dealt with the effects of family training programs on the load of caring for elderly with dementia, the load was shown to reduce right after the intervention. Therefore, it can be very helpful to design and assess the implementation of such projects [57] .
The caregiver's health, the elderly's behavioral and cognitive impairment, the image that the elderly has of his own situation, the load, pressure, and stress experienced by the caregiver [58] , the caregiver's job and social activities, shortage of time, the elderly's age of over 75 years [10] , the aspects from which the elderly is dependent on the caregiver, and the caregiver's age and physical situation are among the effective factors in the caregiving process [11] .
Based on the findings from this study, families suffering from the lack of support and cooperation from other family members, financial problems, and physically unfit homes, tended to have less patience and tolerance towards the existing conditions. In their study, Pouladi et al. showed that families would not leave any stone unturned to strike a balance between needs and responses, and to that end, they certainly faced problems such as insufficient income and physical limitations of the home. Also, the unavailability of other relatives and their lack of feeling of responsibility towards the elderly resulted in the caregivers' need being left unmet [53] . Sarmah and Choudhury also found that the industrialization of today's society has caused conflicts in the family roles among the present generation [59] .
In a study about safe and ergonomic homes for the elderly in Malaysia, Norazizan et al. concluded that improving the quality and satisfaction of the elderly according to the person-environment fit theory is attainable using proper handles, non-slippery floorings, grab bars in bathrooms, toilets, halls, rooms, and on stairs, flattening any elevated surfaces on the floor, and raising independence in the elderly's personal life [60] .
Our findings show that the lack of government support and the existence of numerous obstacles in the way of elderly's social presence deprive them from a lot of activities. For example, families and the elderly face different limitations when choosing spare time activities.
Access to resources and the presence of a variety of formal and informal support in the society affects the elderly care [61] . In the social status quo, informal caregivers, because of their jobs and the fact that they are playing multiple roles simultaneously, feel more in need of support and formal and informal help [62] .
Caregiving workload increases the need for formal support. Pouladi says that the budget problems on the part of the organizations supporting families and elderly has disabled the capacity to provide formal support for caregiving families [53] . Also, Mohammadi et al. have emphasized the inefficiency of organizational formal support to families giving care to the elderly, and the families' need for additional insurance for the elderly, and allocating governmental facilities for the caregivers who care for the elderly at homes [41] .
According to a report by the Iranian Central Bank, the Iranian health system like other health systems is facing the harsh challenge of cost increase. While the overall index of costs in the country has increased 30-fold during the last 20 years, the health sector costs have had a 71-fold increase [63] . This fact has caused a lot of problems in different sectors for the health system. So, the increasing costs of healthcare, the rising expectations of the public, and limitations in the resources and payments show the presence of an economic challenge in the country's health system that has particularly overshadowed the families [53] .
Bookman and Kimbrel's study on the role of governmental support in relieving the family's economic challenges when caring for the elderly shows the effectiveness of governmental organizations in taking on responsibilities for supporting the elderly in the United States. While in the United States, the family is the first to take care of the elderly, a major portion of elderly care responsibilities are still regarded to be that of governmental organizations. Some of these centers are responsible for financial and health supports for the elderly, and some others are in charge of giving social support to the family [64] .
In their study on the experiences of the elderly and caregivers from within the family about whether the city of Tabriz is elder-friendly, Sadeghi et al. emphasized on the need for the standardization of city transportation, reduction of taxi fares, securing of the sewage system, fighting vermin, trainings via the media, installing signs that are specifically designed for the elderly, installing benches along the streets and neighborhoods, standardization of parks, and providing security [65] . Nemati and Aghabakhshi also stated that the city needs modifications to be at par with the elderly-friendly cities; some of these modifications include building proper bridges and underpasses, and isolating some spaces in parks where there is the risk of cyclists and skaters bumping into senior citizens. Furthermore, the sitting areas, public restrooms, and the safety and hygiene of the routes and parks need to be revised [66] .
Conclusion
The families provide care and long-term services to the elderly in Iran at home. Considering the upward trend in the population of the elderly and sustained tendency among Iranian families and elderly to nurse the elderly at home, it is crucial to identify the existing obstacles and tackle them optimally. The individual, familial, and social obstacles encompassing the caregiver's and the elderly's characteristics, lack of knowledge and awareness about caregiving, lack of support and cooperation from family members, financial problems, unfit homes, lack of government support, and obstacles in the way of the elderly's presence in the society, have been influential in providing care for the elderly.
These obstacles reveal a weak health system infrastructure and an insufficient and unsatisfactory application of the existing potentials to support the families who provide care for their elderly. It is necessary to pay attention to the limitations identified in this study, i.e. researches are needed to identify the existing potentials and suggest practical solutions in this area so that any mistreatment of the elderly or their transfer to nursing homes would be prevented. This way, we would also be able to identify the incumbent needs and prepare plans in micro-and macro-scale based on these potentials to implement the best solutions to boost the family health system infrastructure. Doubtlessly, it would be impossible to succeed in health system without identifying and meeting the demands and expectations of the society.
